Refugees fall under the umbrella term of immigrants. Whereas immigrants chose to leave their host country for positive reasons, refugees are pushed out due to war and fear of persecution. The work they pursue does not align with their education and experience and oftentimes leaves them vulnerable to increased health and safety hazards causing musculoskeletal disorders (MSDs). Current publicly available resources and guidelines ignore their unique psychosocial profiles and homogenize refugees with all other workers. The resultant consequences are not only of concern to refugees but to healthcare providers, employers, and insurance companies as well as policymakers alike. A focus on the complex ways in which MSDs interact with refugee resettlement should be reflected in future MSD prevention guidelines to promote refugee health and well-being and advance Canada's mandate to provide a safe, secure, and humane refugee program.
The refugee humanitarian crisis is unparalleled in recent times. In 2015 alone, 107,100 refugees originating from regions in Africa, Middle East, and Somalia were granted resettlement through UNHCR (United Nations High Commissioner for Refugees)-this number does not include the daily 1.64 million asylum seekers who travel to neighbouring borders (UNHCR 2015) . By far, the largest influx to Canada has been the Syrian cohort, with nearly 40,000 Syrian refugees accepted in response to the ongoing civil conflict in Syria. More than half have come through the government-assisted refugee program, which is federally funded and provides refugees with income supports up to 1 year, after which they need to become self-sufficient by seeking out and securing employment (Wilkinson and Garcea 2017) . Labour market barriers, however, including non-recognition of foreign credentials, lack of language proficiency, and racial and ethnic discrimination, impede employment integration, forcing refugees to take on low-skilled, lowwaged, precarious employment positions (Krahn et al. 2000; Sienkiewicz et al. 2013) . These positions are often in new and unfamiliar roles or work in areas that are repetitive, physically laborious, and require some form of manual materials handlings, which may increase the risk of developing musculoskeletal disorders (MSDs) over time (Syed and Ahmad 2016) .
MSDs are a leading cause of disability in Canada, affecting 43% of the population, and accounting for the highest workrelated absence due to injury or illness (El-Gabalawy 2014) . The risk of MSDs is compounded in refugee populations not only by their downward occupational mobility but also by their general lack in knowledge concerning occupational health and safety in the workplace and under-or non-reporting of MSDs stemming from fear of employer reprisal, income loss, or even deportation (Syed and Ahmad 2016; Thurston and Verhoef 2003) .
While resources are available to mediate the relationship between work and MSDs, these tools and guidelines are inadequate, at best, in their attention to refugee needs. The remainder of this commentary thus will focus on these tools and guidelines, gaps in their strategy with respect to refugees, and end with recommendations for improvement drawing on past and current research.
Initial scans of the services, programs, and resources available to newcomers to Canada were conducted by the Institute for Work & Health in 2011 . This scan found a total of 224 publicly available resources that broadly addressed the areas of employment standards, occupational health and safety, as well as workers' compensation delivered primarily through one-or two-page fact sheets . Most resources, however, were only accessible in either English or French and did not differentiate between immigrant classes, highlighting problematic issues of access, applicability, and overall usefulness by the very workers these resources cater to. To put it into context, other immigrant classes such as economic immigrants enter knowing at least one of Canada's official languages (80%) while only a quarter of refugees are proficient, and these are usually privately sponsored refugees (Wilkinson and Garcea 2017) . So, while these resources, many of which address safety and training to prevent injury or illness such as MSDs as well as worker rights in the workplace, are reaching a sufficient number of newcomers, refugees are largely underserved.
Similar issues are found with MSD prevention guidelines. Every province in Canada has a publicly available MSD prevention guideline for use by employers and workers although they may vary in terms of scope (for a comparison, see Table 1 ). Most guidelines tend to identify hazards in the workplace and suggest possible solutions through the use of ergonomic, administrative, and even behavioural controls, in the case of PEI, to buffer the effects of these hazards on the onset of musculoskeletal disorders. Exceptions include Newfoundland and Quebec, both of which offer limited resources on MSD prevention. In Newfoundland, WorksafeNL directs workers and employers to online posters and Bdaily tips^to incorporate into day-to-day work activities to limit MSD risks, while Quebec's tool focuses on creating a modified work plan for workers who already have an MSD. Almost all provincial guidelines (except Alberta, Nova Scotia, and Newfoundland) also go one step further to include ergonomic checklists of worksites or worksheets on work risk/ work demand. What is most disturbing, however, is the fact that none of the guidelines touch upon newcomers and cultural competency is absent altogether, even though Canada's labour market is one of the most diverse irrespective of newcomer participation. Here, cultural competency is the awareness that different cultures have different ways of communicating, beliefs/social norms, behaviours, and interpretations of health and safety that should be addressed in the workplace. The assumption is that employers will tailor these guidelines to their target workforce, which may include refugees, however, when time and resources outweigh productivity, it is largely unlikely.
Some improvements, however, are underway. Municipal immigration boards in Ottawa, Ontario, and Okanagan, BC have created culturally competent toolkits: (1) onboarding refugees, a toolkit for employers and (2) creating a culturally competent workplace: a guide to hiring newcomer Canadians, respectively, to assist employers in integrating immigrants/refugees. Although these toolkits may promote an inclusive workplace by accommodating prayer during shifts, or implementing a buddy system so newcomers have a Bgo to^person for all their needs and concerns, they vaguely report on culturally competent workplace safety concerns.
In Ontario, The Centre of Research Expertise for the Prevention of Musculoskeletal Disorders has committed to a 2-year project to review the MSD guideline with the help of a multi-stakeholder panel with the goal of updating the guideline based on Bbest practices^(Centre of Research Expertise for the Prevention of Musculoskeletal Disorders (CRE-MSD) n.d.). While this initiative is a major leap in presenting and implementing standards to move the MSD issue forward and can serve as an example to other provincial safety boards and government, the importance of immigrant class intersections cannot be ignored.
Specifically, a discussion on how refugees perceive hazards in the workplace is needed to effectively promote their health and well-being. Current research conducted across Canada, including by this author, for instance, will assess lifting and lowering risk perceptions in the workplace that can lead to lower back pain as well as efficacy of a simple educational message in changing risk perception in a sample of Syrian refugees. Specifically, participants will watch lifting and lowering videos of manual materials and rate how risky they believe the tasks to be if repeated throughout the day. The materials are of different weights with lifting and lowering at different height combinations (e.g., calf to waist). Findings will allow us to discern what refugees identify as less risky to riskier hazards and speak to the ways in which their pre-migration skills and education, socio- cultural factors, and labour market barriers influence their MSD knowledge. In Manitoba, primary prevention efforts are already underway. Under the BFirst Language Health & Safety Training for Newcomers^program, select food processing facilities held workshops for newcomers where they were trained on health and safety in the workplace by trainers from the same cultural and language communities (MFL Occupational Health Centre 2017). The program reported positive outcomes on newcomer knowledge of common workplace hazards, proper ergonomics, and reporting of workplace injuries or illnesses, for example. Studies such as these can be used to revise MSD prevention tools and guidelines that consider the following questions for use in refugee populations:
1. Are these guidelines sensitive to the psychosocial profiles of refugees? 2. Are employer policies and their roles guided by cultural awareness and understanding? 3. Are these guidelines generated in such a way as to intervene in meaningful and appropriate ways?
With Canada's promise to expand the refugee program to accept more refugees in the coming years, the risk of MSDs in this subgroup increases, leading to greater health care costs, employer premiums, and importantly, overall burden on refugee workers both physically and economically. Unlike other immigrants, refugees have fled their country at a moment's notice due to unimaginable circumstances and subsequently are attempting to resettle in a host country where they have no social networks or employment prospects (Lamba and Krahn 2003; Stewart et al. 2010 ). Many will end up in deskilled positions, unaware of the risk certain day-to-day tasks pose on their health and well-being. A shift in focus that addresses the complex ways in which MSDs interact with refugee resettlement will push Canada to the forefront of MSD prevention in this vulnerable subgroup, and we should seize the opportunity. Our funding agencies too, including SSHRC (Social Sciences and Humanities Research Council), have adopted refugee arrival, resettlement, and integration as research priorities in their funding decisionsfurther highlighting our commitment to advancing knowledge in this area.
Conclusion
As more and more refugees resettle across the country, there is a need to move beyond reductionist efforts to comprehensive approaches that consider multiple disadvantages. Deskilled employment will be a common reality for incoming refugees and is associated with musculoskeletal complaints and disorders, reversing the Bhealthy immigrant effect^the longer they reside in their host countries (Syed 2014; Newbold 2005) . Available resources to help refugees navigate through the social and economic spheres are limited and lack core cultural competency. I suggest an update to the way resources are developed that will advance Canada's best practices in MSD prevention to consider all workers. As our neighbour to the south closes its gate, it is time for Canada to lead by example in order to address differential health inequities that persist among refugees in comparison to Canadian-born workers.
